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journa l homepage: www.e lsev ier .com/ locate / i j idA 44-year-old man presented with multiple ‘wart-like’ plaques
and nodules on the left lower limb, extending from the knee to the
mid thigh and upper leg (Figure 1). Some of these lesions had
ulcerated. He had had the lesions for the past 10 years. He claimed
that the initial lesion had started on the left knee after a thorn
trauma in the jungle. This small papule enlarged over the years and
spread to other parts of the left lower limb. During this time, he
was also frequently injured by thorns and came into contact with
soil in the jungle, where he collected jungle products for a living.
He had now presented to our hospital because of pain and
difﬁculty in walking. No associated symptoms of fever, cough,
joint pain, loss of appetite, loss of weight, or night sweats were
present. He had no underlying risk factors for immunosuppres-
sion. No other family members had similar lesions. A skin biopsy
was done and showed the presence of dermal granulomas
composed of histiocytes, neutrophils,macrophages, lymphocytes,
and Langhans giant cells. Medlar bodies were also seen scattered
around these granulomas (Figure 2). A culture of the skin lesion on
Sabouraud’s agar grew Fonsecaea pedrosoi. He was treated with a
combination of oral itraconazole 200 mg bid and terbinaﬁne
250 mg bid. However, he was lost to follow-up after 2 months of
treatment.
Chromoblastomycosis is caused by several species of dema-
tiaceous, or darkly pigmented fungi.1 The disease occursmostly in
the tropics of Asia and South America.2,3 Risk factors included
male sex, farming or laboring in rural areas, and frequent local
traumas with exposure to contaminated soil.1,3 The disease is
caused by a host of fungi inhabiting the soil, wood, plants, and
ﬂowers.1 These fungi prefer places with high humidity and a high1201-9712/$36.00 – see front matter  2009 International Society for Infectious Disea
doi:10.1016/j.ijid.2009.07.005content of decaying organic materials.3 Fonsecaea pedrosoi is the
most common fungus causing the disease. Others include
Phialophora verrucosa, Fonsecaea compacta, Cladophialophora
carrionii, and Rhinocladiella aquaspersa.1 The disease commonly
affects the lower limbs. It usually starts with a small skin-colored
papule after the fungus penetrates the skin from traumatic
implantation. This then enlarges to verrucous nodules and
plaques that can ulcerate.1,3 Longstanding lesions will develop
cauliﬂower-like masses.1,4 Secondary infection, lymphedema,
squamous cell carcinoma, and lymphatic and hematogenous
dissemination are the possible sequelae.3 Differential diagnoses
include chronic infections like tuberculosis, leprosy, and leish-
maniasis, and malignancies like verrucous carcinoma and
cutaneous lymphoma. The diagnosis is made by the ﬁnding of
medlar bodies in the skin biopsy and through fungal culture.
Treatment is difﬁcult;1 an oral combination of itraconazole and
terbinaﬁne is partially effective.5 Cryosurgery, electrodessication,
excision, and local heat therapyhave shown successwhenused on
early lesions.1,3 Amputation of the lower limb is the last resort of
treatment.1,4
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